cartilage nine days before the race. The displacement was reduced twelve hours after it occurred and the patient was only kept out of his boat for twenty-four hours. In the end he rowed with an apparently normal knee and has had no trouble since.
This leads me to a second point: Never advise operation for removal of a semilunar cartilage which has once been displaced and successfully reduced; in a large number of cases the accident never recurs.
One often meets with patients who give a history of recurrent trouble with a knee, which sounds superficially like a displaced cartilage, but in which true locking of the knee has been absent. It is my custom to treat all these cases by manipulation, warning the patient that if the cartilage is damaged there may be a recurrence of the trouble, necessitating operation. I believe that many of the so-called cartilage injuries cured by bone-setters come into this class and that there has never been any damage to the cartilage at all. Other cases so cured are analogous to those in which the cartilage is displaced once and once only. In these cases the cartilage is presumably displaced by the manipulation into a position in which it gives no trouble and is not liable to become again displaced. I do not believe that the bone-setter has any special tricks of manipulation. If he has he ought to describe them, instead of keeping his knowledge to himself, just as any of us would put on record any new method we had devised. But, as I say, I do not believe that he has any such methods, and this opinion is borne out by the fact that many of us have treated patients with cartilage injuries which have been manipulated by bone-setters not simply once but many times.
It would take me too long to enumerate the many other conditions that are amenable to treatment by manipulation; they range from joints and muscles which are painful on account of apparently trivial restriction of movement to gross cases of stiff joints, of adherent muscles and of nerves such as the sciatic, which are fibrosed after an old-standing neuritis. I can only make this suggestion, that whenever there is a possibility of improvement by well-judged manipulation, try it. If your pathology is correct, you will do no harm and often you will cure your patient. I do not suggest that you can always promise a cure; how much you can promise must always depend upon individual knowledge and experience. Further, I would say that whenever a joint or muscle is apparently normal, yet is painful, it is worth while to try a manipulation. Disease and mechanical defect having been eliminated no possible harm can result, and in nine cases out of ten some minor adhesions, undetectable by clinical examination,will be felt to give and the patient will be cured.
I believe that we fail to cure by manipulation most often by our failure to give the method a trial. Let us use it freely, restrained only by an adequate knowledge of pathology. C. H., A GIRL, aged 10 years, came to the Orthopaedic Hospital on February 16, 1923, with a history that she had fallen and injured the left knee nine weeks before and had since then been unable to straighten it; there was no previous accident or illness bearing on the condition.
The knee was then flexed at about 1650; attempts to force extension were painful, flexion was normal in range, there was slight lateral mobility and a little knock-knee deformity. The X-ray photograph showed a keel-shaped prominence in the region of the spine of the tibia. In the antero-posterior view there was a lighter area beneath this projection, which indicated that possibly the central part of the tibia had been lifted up and that new bone had formed between it and its original position.
Owing to infectious disease in the hospital the operation was not performed until May 16. The knee was then opened from the front, the capsule being divided just internal to the patella and patellar tendon. The patella was displaced outwards and a good exposure of the joint secured. The projection of bone was exposed and a wedge-shaped portion removed, leaving the upper surface intact. This upper surface being then forced down in position, the knee came into full extension with ease and was fixed in this position on a back splint. The limb was fixed in plaster a fortnight after the operation and left thus for five weeks, massage and movements being commenced on July 6. At the present time the knee is practically normal in all respects. M. B., FEMALE, aged 23, suffered from an attack of anterior poliomyelitis at age of 3. First seen at the West End Hospital for Nervous Diseases in 1909 at the age of 8. The left lower extremity was typically atrophic, with calcaneo-cavus deformity. Galvanic stimulation, massage and supports were employed until 1913, when Whitman's operation of removal of the astragalus, displacement backwards of the foot and shortening of the peronei with suture to the tendo Achillis was performed after a preliminary section of the plantar fascia.
Case of Infantile Paralysis
The case is now shown ten years after operation. The movement at the new joint is smooth, painless, and through 300 (from 900 to 1200), locomotion is good, the foot passing into slight valgus on weight bearing. There is no cavus, and the external malleolus lies on the outer side of the calcaneo-cuboid joint. Dorsal flexion beyond a right angle is prevented by contact of the scaphoid with the anterior margin of the lower tibial facet.
Case of Infantile Paralysis with Calcaneo-cavus Deformity,
showing the Result of a Combination of Steindler's and Whitman's Operation. By E. LAMING EVANS, C.B.E., F.R.C.S. E. V., MALE, aged 12k, suffered from an attack of anterior poliomyelitis at the age of 1 year 3 months. Was treated at the Royal National Orthopedic Hospital by massage, galvanism and supports, off and on for several years, but with progressive calcaneo-cavus deformity.
The cavus was particularly severe. Steindler's operation was performed
